Patients requiring Subacute and Complex Care services continue to challenge hospitals attempting to reduce inpatient stays and improve efficiency. In recent years, numbers of high severity of illness patients in hospitals have increased, adding to this challenge. Nurse care managers have a major responsibility for supporting the care of these patients. This study described the development of services for Subacute and Complex Care patients in the hospitals of Syracuse, New York. These hospitals used their own resources to develop programs including high cost medications, intravenous therapy, extensive wound care, and bariatric care in settings where they had not been available. In the absence of third party funding of another level of care, the hospitals provided program development funds for limited time periods in order to initiate these services. The Syracuse hospitals were able to phase out support for these programs after they were operational in the nursing homes for an extended period of time. The study data indicated that implementation of these programs limited the rate of increase of adult medicine stays and reduced adult surgery stays. The severity of illness for both major services increased in the Syracuse hospitals during this time. This process required acute and long term care providers who were interested in making the process work for the benefit of the patient populations involved, as well as for the needs of their own organizations.
Introduction
Transitions from acute to lower levels of care have always been a challenge. The ability to move patients from acute care to home, assisted living, skilled nursing, or other care locations has become increasingly important as more patients crowd hospital emergency departments and require acute care admission. This need for movement of patients is essential to the provision of good patient care. It has been supported by both providers and payors of care [1] [2] [3] .
In hospitals and health care systems, the role of the nurse care manager has taken on greater importance in moving patients between levels of care. This is a major responsibility to patients and to provider organizations.
Providers such as acute hospitals need efficiency in the delivery of care because extended stays detract from the quality of care and result in large additional expenditures for increased labor, room and board, pharmaceutical, and other costs. Reimbursement for inpatient hospital care from payors is based on discharges and does not include separate additional payments for many of these expenses [4] .
The impact of these issues related to hospital lengths of stay has been heightened by risk sharing programs such as Medicare's Merit Incentive Payment System, Accountable Care Organizations and the Blue Cross ACQA Initiative. These efforts focus on efficiency in the delivery of care for hospitals and health care networks. Because of their connection to ambulatory care, many of these efforts relate directly to hospital utilization [5] [6] [7] .
The implementation of bundling programs by Medicare has stimulated health care providers to improve care by reducing hospital stays and expediting discharges home.
These programs began with orthopedic procedures, but are expanding to medical diagnoses [8] . In most facilities, every episode is being scrutinized to assure that all care is provided in the appropriate setting in a timely, efficient manner. Patients remaining in a hospital longer than necessary risk infections such as pneumonia, loss of mobility, skin breakdown, and other complications. Payors are assessing financial penalties when these adverse outcomes occur in an effort to stimulate providers to improve quality [9] [10] [11] [12] .
Transitions from acute care require that lower intensity services are available in the community where the patient may need them. For example, patients requiring several weeks of intravenous antibiotic therapy may not require acute care but may require a skilled nursing facility employing a staff who are qualified to administer and monitor the antibiotic.
The reduction of extended hospital stays has been addressed by the development of Long Term Acute Care Programs in some states. In states where these programs have not been implemented, hospitals have developed their own initiatives to address extended stays [13] [14] .
Population
This study describes the efforts of the hospitals in the metropolitan area of Syracuse, New York, to support transitions from acute care. These hospitals comprise the acute care system of the area. At the time of initiation, these less intense services were not available in nursing homes resulting in disruption of patient flow, backups in emer-gency departments, and staff frustrations.
The acute care facilities involved in these efforts included Crouse Hospital (19,919 inpatient discharges, January-December 2015), St. Joseph's Hospital Health Center (25,532 discharges, January-December 2015), and Upstate University Hospital (26,649 discharges, January-December 2015). Each of these hospitals is a large urban acute care facility that provides primary, secondary, and tertiary services. These hospitals provide acute care to a service area of 600,000 and referral center services to the eleven county Central New York Health Service Area with a population of 1,400,000.
Historically, the Syracuse hospitals have worked cooperatively to improve the efficiency of care in the local acute care system. Prior to the development of the Subacute In addition, the following programs were initiated in 2014 and 2015 to meet the needs of patients who required Complex Care Services.
Method
• Multiple Intravenous Antibiotics.
• Combinations of Medications such as antibiotics and Lovenox.
• Extensive Wound Care including vacuum assisted equipment and intravenous medications.
• Behavioral Issues Requiring One on One Care.
The Subacute and Complex Care Programs were implemented through agreements including the Syracuse hospitals, participating nursing homes, and the Hospital Executive Council. Those agreements included the following components. 1) Certification by an Access Coordinator at each hospital that the need for the program was the barrier to the discharge of each patient.
2) A community wide pool of funding.
3) Distribution of Program Development Funds for specific types of care by the Hospital Executive Council.
It was intended that Program Development Funds should support the development of these services in nursing homes, rather than being an indefinite source of funding.
For this reason, the funding was phased out as nursing homes implemented most of the services.
The study was carried out using patient specific data from each of the hospitals by the Hospital Executive Council. These data were obtained through Business Associate 
Results
Data concerning the initial component of the study, including utilization of the Sub-acute Programs in the Syracuse area, are summarized in Table 1 The original need for the program was based on high costs of the service associated with a single vendor as the provider. After 2012, the entry of additional vendors into the market reduced prices and the need for hospital support. It was eliminated in 2016.
The Subacute Bariatric Program was implemented in 2007 in order to stimulate the development of programs in nursing homes for patients with high Body Mass Indices discharged from hospitals. Program Development Funds were provided to 3 area nursing homes to support the acquisition of lifts, bariatric beds, wheelchairs, and other equipment for these patients, as well as for additional staff and training.
The study data indicated that, because of the limited scope of the program and the small number of nursing homes participating, utilization ranged from 10 patients in 2008 to 17 patients in 2010. By 2015, the participating nursing homes had implemented their own programs for care of bariatric patients and use of the Program was declining. It was eliminated in 2016.
The Patient Transportation Program, for stretcher and wheelchair transports, was implemented in 2007 to support the ability of area nursing homes to admit hospital patients who required transportation to offsite services. Most of these patients required dialysis that could be obtained at a number of area facilities. Most of the program population consisted of Medicare patients, for whom transportation was not a covered service. Medicaid patients were not included because Medicaid reimbursed the services directly to approved transport vendors.
The study data indicated that utilization of the Patient Transportation Program ranged from 13 to 27 patients between 2008 and 2016. Between January and June 2016, 24 patients used the program. Utilization of the Program has continued to justify its operation.
The study data also indicated that the Program Development Funds associated with each of the Subacute Programs ranged between $108,000 and $229,000 during their lifetimes. This amounted to approximately $20,000 -$40,000 per year for each program.
Data concerning the second component of the study, including utilization of the Complex Care Programs in the Syracuse area, are summarized in Table 2 . Related information also includes descriptions of the implementation and operation of the programs.
The Complex Care Programs were developed by the Syracuse hospitals in 2015 as means of supporting long term acute care services that were beyond the scope of the Subacute Programs. They involved combinations of medications for patients in need of extended long term care services.
The Multiple Intravenous Medications Program was developed for hospital patients who required more than a single intravenous medication. In addition to the costs of the additional drugs, this need required nursing homes to increase staff beyond levels re- 
Discussion
Patients who require subacute and complex care services have been a challenge for hospitals attempting to reduce inpatient stays and improve efficiency. These patients need the continuing services that they received in acute care but in residential settings. These services are frequently not available in rehabilitation or skilled nursing facilities. In recent years, increases in numbers of high severity of illness patients in hospitals have added to this challenge.
Nursing care managers have a major responsibility in supporting the care of these patients. This includes the development of programs and assuring that the needs of individual patients are met. Increasing numbers of elderly patients do not have family or friends to assist as care providers. Care for them must be arranged in rehabilitation or skilled nursing facilities.
In the United States, some states have implemented long term acute care programs which add another level of care to serve the needs of these patients. The Medicaid expenses related to these services have limited the use of these programs. In many communities, which do not have access to these programs, acute hospitals have had to develop their own programs with nursing homes and other providers.
This study described the efforts of hospitals in Syracuse, New York, a small metropolitan area, to develop services for subacute and complex care patients using their own resources in cooperation with local nursing homes. The clinical content of these services, including high cost medications, intravenous therapy, extensive wound care, and bariatric care made their delivery in settings where they had not been available a considerable challenge. In the absence of third party reimbursement for another level of care, the hospitals provided Program Development Funds for limited time periods in order to initiate these services.
The study data suggested that most of these efforts in Syracuse were successful in implementing these programs in nursing homes. Hospital resources helped support the development of intravenous therapy, the use of high cost medications, extensive wound care, and bariatric services in nursing homes where none existed previously.
Of equal or greater importance was the manner in which the Syracuse hospitals were able to phase out support for these services after they were operational for extended periods of time. This process suggested that the participating nursing homes had a genuine interest in the provision of these forms of care and in the development of their own resources to support them.
Although it was difficult to separate the impact of these initiatives from other efforts, the study data indicated that their implementation in Syracuse long term care facilities contributed to a lower rate of increase in adult medicine lengths of stay and a reduction in adult surgery lengths of stay in the Syracuse hospitals between 2008 and 2016. During this period, the severity of illness of patients in both major services increased in the combined hospitals.
The planning and development of the Subacute and Complex Care Programs in Syracuse was not an overly complicated process. It did, however, require both acute and long term care providers who were interested in making the process work for the benefit of the patient populations involved, as well as for the needs of their own organizations. The work of the Hospital Executive Council was also useful in carrying out the planning process and in maintaining consistency in distribution of program development funds according to the standards set.
As they face the future, nursing care managers need to prepare for continuing changes in how and where medical services are provided, as well as how those services are reimbursed. They need to look at alternative settings and professional preparation needed to offer long term acute services for the population that requires them.
Implementation of programs like the Subacute and Complex Care Programs demonstrate that competing organizations can work together to provide needed services to those they serve. Transitioning patients appropriately benefits all, providing quality care at lower cost and improving access to care in the community.
